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INTRODUCTION
Since Sugarbaker's publication in 1995 about the surgical treatment of peritoneal carcinomatosis (1), the approach for the peritoneal dissemination of pathologies such as colorectal carcinoma, peritoneal pseudomixoma, peritoneal mesotelioma and advanced ovarian carcinoma has undergone serious remodelling. The approach changed from noncommittal attitude toward the diagnosis of peritoneal carcinomatosis to a much more active attitude leading to more aggressive surgery being carried out including peritonectomy procedures and intraoperative hyperthermic intraperitoneal chemotherapy (HIPEC) (2) (3) (4) (5) (6) (7) (8) (9) (10) (11) (12) (13) (14) (15) (16) (17) (18) (19) (20) (21) . The overall rate of severe perioperative morbidity ranged from 0 to 40% and the mortality rate varied from 0 to 10% (22-29), with a mean hospital stay of over two weeks (21, 23, 26, 31, 33) . Among factors related to morbidity and mortality, the learning curve is a crucial factor (30) .
Fast-track surgery is a comprehensive approach, designed to accelerate recovery, reduce morbidity and shorten convalescence to ultimately improve outcomes and reduce costs (32) . The introduction of Fast-track programs achieves good results in postoperative outcomes in many surgical pathologies (34) (35) (36) (37) (38) (39) (40) (41) . For instance, nephrectomy (42) ; radical prostatectomy (43) ; knee and hip prosthesis (44) ; abdominal aortic aneurysm (36) ; bariatric surgery (45, 46) and lung resections (47) can all be carried out with a mean hospital admittance of less than 4 days and others such as antireflux surgery; suprarenalectomy; cholecystectomy; thyroidectomy; etc, are already carried out in many hospitals in ambulatory care (48, 49) . In the literature no experience has been reported of fast-track programs in surgery with peritonectomy procedures and HIPEC for peritoneal surface malignancies such advanced ovarian cancer.
This study evaluated fast-track protocol in patients with advanced ovarian carcinoma who underwent peritonectomy procedures and HIPEC.
PATIENTS AND METHOD
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From September 2008 until May 2010, 57 patients previously diagnosed with primary advanced (stage IIIC) or recurrent ovarian cancer have been treated using peritonectomy procedures and HIPEC. All patients have been informed about surgery together with recovery under the fast track protocol. We limited the protocol to patients who had optimal cytoreduction, HIPEC administration, and no more than one digestive anastomosis.
SURGICAL PROTOCOL
A xiphopubic laparotomy was performed, evaluating the overall resectability of the peritoneal disease. Stratification of the grade of extension into the abdominal cavity was carried out according to Sugarbaker´s criteria (1), establishing the Peritoneal Cancer Index (PCI) which ranges from 1 to 39. Peritonectomy procedures were performed according to Sugarbaker's method. Surgery began in the pelvis, involving a pelviperitonectomy, including total hysterectomy and bilateral salpingoophorectomy if they had not been removed previously, as well as the Douglas pouch. If the rectosigma was affected, it was also resected as a block together with the other pelvic organs described. Afterwards, the cytoreduction of the rest of the cavity was continued by carrying out systematic omentectomy. If the spleen was affected, it was resected as a block together with the large omentum. In patients with affectation of the right diaphragmatic peritoneum, prior to the peritonectomy, complete liver mobilisation was carried out. The resection of the small intestine was limited to those segments where a simple incision of the serose was impossible. A colecystectomy with resection of the lesser omentum was carried out if they were affected, with special care taken not to cause a lesion to the left gastric artery. Pelvic and paraaortic lymphadenactomy was reserved for patients with lymph node disease visible in the preoperative CT scan, TAC-PET or when there was an intraoperative finding of suspected lymph node disease confirmed by intraoperative biopsy. Abdominal drainage was systematically left in the pelvis. We considered optimal CC-0 surgery when there was no macroscopic tumor residue at the end of cytoreduction and optimal CC-1 when there was less than 2.5 mm of tumour residue after cytoreduction according to Sugarbaker`s Completeness Cytoreductive Score (CCS) (1). After optimal cytoreductive surgery, intraoperatory perfusion of the peritoneal cavity with HIPEC was applied as described. 
HYPERTHERMIC INTRAOPERATIVE CHEMOTHERAPY (HIPEC).
RESULTS
Forty-six patients (80.7%) were enrolled and 11 patients were excluded from the protocol, (6 because they required at least 2 digestive anastomoses and 5 because they could not carry out optimal surgery for their peritoneal disease). Thirty-seven patients scheme. The overall grade I-II morbidity rate was 21%. A Grade III-IV morbidity rate was found in 7 patients (15.3%) ( Table 3) . Paralytic ileus (6 patients) was the most common complication. Only two patients with paralytic ileus needed a nasogastric tube. Other complications observed were: pleural effusion (3 patients), wound infection (2 patients), self-limited postoperative bleeding (2 patients), wound hematoma (1 patient) and diarrhea (1 patient). Two patients (5.7%) were readmitted due to intra-abdominal collections requiring radiological drainage and surgical reintervention respectively. Mean postoperative stay was 6.9 days (3-11 days). There was no mortality associated with the procedure.
DISCUSSION
The publication of the study by Kehlet in Lancet (33) has raised controversy about the classical attitude toward the postoperative management of surgically treated patients.
The maxim of "wait and see", with the surgeon being the subject who adapts to the events taking place in the postoperative period of the patient, has been transformed into a more active attitude (37-49).
Surgery for peritoneal carcinomatosis using peritonectomy procedures and the administration of intraoperative hyperthermic intraperitoneal chemotherapy is an aggressive type of surgery, performed on patients with advanced oncological disease occasionally underestimated by other groups and which has been subjected to multiple lines of chemotherapy prior to the surgical procedure. It is for this reason that the figures published for morbidity and mortality are high (morbidity around 30-50% and mortality related to the process of 1-5%) (28). However, not all the patients are subjected to cytoreduction procedures with the same intensity. Some patients only require pelvic surgery without the need to practice intestinal resections and anastomosis, although cytoreduction implies extensive peritoneal areas. In these patients, whose profile has been used in this program of fast track rehabilitation, it is possible to put accelerated recovery procedures into effect. Currently, there is no previous experience published in the literature about the peritoneal treatment of carcinomatosis using peritonectomies in a fast track M A N U S C R I P T
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regime. In our series, 37 of the 46 patients included have fulfilled the protocol without any difficulty. The figures for morbidity and mortality were similar to those of other published series of patients with advanced ovarian carcinoma treated with maximum cytoreduction and HIPEC (Tabe 4).
Some authors opt for the non-use of abdominal drainage after surgery. We know that its use does not prevent anastomosis leaks and in addition it is generally removed before the days of greatest risk of producing them (52) (53) (54) . In our series, pelvic drainage has only been used to prevent the formation of hematomas that could hinder the postoperative period. We have not carried out mechanical preparation of the colon in the preoperative period, basing our study on data published in colorectal surgery (55, 56) .
Perioperative washing of the colon does not decrease the number of anastomotic leakages.
In fact it is worsened in terms of greater morbidity and mortality due to the higher rates of hydroelectric alterations causing relative dehydration in our patients.
There is extensive experience in fast track programs in colorectal surgery. The basis of multimodal rehabilitation rests on two fundamental pillars in the postoperative period: early oral feeding and the early ambulation of the patient. There is no better stimulus for peristalsis than food (50, 51) . Two meta-analysis studies confirmed that there is no role for their use in routine colon surgery (57, 58) Premature ambulation is another fundamental point in fast track rehabilitation programs. It prevents the sensation of prolonged bed rest, a situation that occurs in most patients at least during the first 3 or 4 days in the immediate postoperative period, also having a beneficial effect on intestinal transit (60) . This is one of the points the surgeon has to inform the patient about in the preoperative visit, given that otherwise the speed of events could be shocking. In our experience, there has been no problem with respect to M A N U S C R I P T
early mobilisation in the immediate postoperative period. The patient is lifted into the chair on the first postoperative day and even sometimes in the anesthetic resuscitation room.
Our preliminary data support the idea that in surgery for peritoneal carcinomatosis of ovarian origin with cytoreduction followed by HIPEC, the introduction of multimodal rehabilitation is reasonable in a group of selected patients with a low volume of carcinomatosis. However this is a small series requiring confirmation with prospective studies to establish the true role of this type of protocol. 
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